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EVALUATION
Musculoskeletal (MSK) practitioners in primary care: an evaluation of a MSK core
capabilities framework and review process
Rachel Locke, Emma Wilkinson, Richard Collier and Beverley Harden
5 ABSTRACT
The General Practice Contract 2019/20 established first contact musculoskeletal (MSK) physiothera-
pists in primary care. This paper describes an evaluation exploring the feasibility of using the MSK
Core Capabilities Framework and a peer review process to evidence capability. It discusses how this
process may be developed to ensure MSK practitioners are able to evidence the level of practice
10 required within the complex environment of primary care. MSK practitioners were supported to
evidence their capabilities against the MSK Framework. Twenty-two participants took part in the
evaluation of this intervention via semi-structured interviews. A robust and iterative process of
qualitative data analysis was undertaken. The findings are framed in terms of Davis’ Technology
Acceptance Model of evaluation (i.e. user perceptions).
15 There were a range of perceived benefits of the Framework including as a means of quality
assurance, career progression, the promotion of knowledge consolidation and reflective practice.
There were however, a number of ‘translation into practice’ issues. Given the newness of the MSK
Framework, it is perhaps not surprising there is a need for refinement. This evaluation highlights
key enablers for reviewing capabilities of MSK practitioners: a curriculum; educational supervision;
20 and accreditation. Learning also applies more widely to other emerging role opportunities.
ARTICLE HISTORY
Received 21 June 2019
Revised 28 September 2019







The General Practice Contract 2019/20 signalled the
national need for first contact physiotherapists as muscu-
loskeletal (MSK) practitioners in primary care, placing
25 expertise at the right place, early in the pathway [1]. One
of the challenges of developing this role opportunity in
primary care has been a lack of clear role definition and
guidance for training, development and assessment. In
response to a Health Education England review to better
30 support new ways of working, an MSK Core Capabilities
Framework was published to offer a clear definition of the
core knowledge, skills, behaviours and capabilities
required of first contact roles for people with MSK con-
ditions, across the professions [2,3]. This is the only MSK
35 Framework that has been developed, which made a pilot
or study of feasibility important in determining its useful-
ness going forward [4].
Feasibility study involving the MSK framework
and review process
40 Fifteen MSK practitioners were invited to submit evidence
(e.g. written reflections, certificates of achievement) within
four domains of the MSK Framework (see Table 1) and to
submit evidence for review, by a panel, comprising four
members (a GP, two advanced physiotherapy practitioners
45and one lay member). In the absence of a training infra-
structure, this was a one-off equivalence review against the
MSK Framework for experienced, regulated clinicians. The
panel was taskedwith reviewing evidence to assess whether
it met the MSK Framework criteria. Four MSK fellows,
50who had at least 3 years of experience in senior MSK roles,
were recruited to support MSK practitioners to work with
the Framework and collect evidence.
This paper reports on an evaluation of the feasibility
study and the extent to which the MSK Framework and
55an Annual Review of Competence Progression (ARCP)
style review provide a means of reviewing capabilities.
The aim of the evaluation was to identify how this
process may be developed to ensure MSK practitioners
were prepared and evidence their level of practice
60required to both support primary care and optimise
the opportunity of early clinical assessment and man-
agement. This work will be of interest to those working
in education and training of professional groups,
beyond GPs, working in primary care environments.
65Its main audience is likely to be those working in set-
tings (e.g. primary care in England) where first contact
MSK physiotherapists are being established. The
enablers and challenges identified in the following dis-
cussion were important learning for similar national
70and international arrangements.
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Method
Evaluation of the feasibility study
Participants from the feasibility study were invited to
take part in the evaluation. Semi-structured interviews
75 were undertaken in which participants were asked about
their experiences of engaging with the process and any
associated benefits and challenges. Interviews were one
to one, with the exception of one focus group conducted
with four participants via Skype.
80 All interviews were recorded, transcribed and the
verbatim interview transcripts were the key source of
data. A robust and iterative process of data analysis was
undertaken with the aid of the analytical software pack-
age, NVivo. The main findings derived from this quali-
85 tative data set are presented in this paper. They are
framed using Davis’ Technology Acceptance Model
(TAM) [5]. Technology is defined in a broad sense
here i.e. innovation/newness, and the model is used to
assess the value of the MSK Framework and review
90 process according to the perceptions of its users. This
approach will assist in the production of knowledge that
is useful to those involved in this process and the find-
ings, and the interpretations thereof, have wider applic-
ability relevant for future decision-making [6].
95 Results
There were 22 participants (15 practitioners, four fellows
and four-panelmembers) in the evaluation from a total of
24 (two did not accept an invitation to be interviewed).
The MSK practitioners taking part in the evaluation were
100 physiotherapists and an osteopath, and either were
already working in first contact MSK roles, or were inter-
ested in undertaking such work in the future.
There were two main areas of perception considered
by employing the TAM: the usefulness of the interven-
105 tion i.e. the Framework and review process; and the ease
of use. These are covered in the following section from
the point of view of: practitioners that took part in the
feasibility study and submitted their evidence to a panel;
fellows who supported these practitioners to understand
110 the requirements of the Framework and portfolio
approach as a new way of working; and panel members
who were responsible for reviewing evidence.
Usefulness of the MSK framework and review
process
115MSK practitioners found it useful to submit evidence
against the Framework because it provided both a good
learning process and a sense of achievement for most, as
well as contributing to a growing awareness of the need
to evidence and document their developing practice in
120a systematic, reliable and retrievable way.
This is quite useful to know what evidence I’ve got about
what I’m doing . . ., I probably need to make sure I’ve
really got that evidence there. (Practitioner)
Engagement with the Framework and review process
125meant they learnt more about the first point of contact
MSK practitioner role and considering its scope, expecta-
tions and requirements was perceived as an insightful
process.
For fellows and panel members, who were perhaps
130more concerned with the MSK Framework as a quality
assurance process, a commonly expressed view was that
successful submission of evidence against the MSK fra-
mework, as judged by a panel of experts, could provide
a level of reassurance to fellow workers and employers
135within primary care and also to the public, in terms of
giving assurance of a certain level of competence, the
provision of good quality care and patient safety.
From the point of view of the GPs, we [MSK practitioners]
may be a little bit of an unknown quantity coming in and
140seeing their patients and working in their practice and for
their peace of mind to have some sort of formal process,
and maybe an accreditation. (Fellow)
Also, it could serve to highlight training requirements
where gaps in knowledge exist. As such the Framework
145and review process were seen as a potentially useful tool
in career development and as a support to employers.
Views on its future status were raised and what the
potential outcomes were for the participants.
It’s a sort of self-review, but the issue is do you end up with
150an accreditation . . . if there isn’t an accreditation attached
to it, it just looks like a large volume of work. (Fellow)
Perceived ‘ease of use’
For practitioners, whose concern was to be able to
evidence their capability and learning, concerns were
155raised about the usability of the Framework. The scope
of some capabilities was too broad or complicated to
answer in a comprehensive manner.
A couple of the points weren’t as clear as they could have
been. Some domains were confusing and took a while to
160decipher. They were about social issues, mental health
Table 1. Four domains of the MSK Framework.
Domains
A. Person-centred approaches
B. Assessment, investigation and diagnosis
C. Condition management, interventions and prevention
D. Service and professional development
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and trauma . . . It was really hard to know what was
expected of those ones. (Practitioner)
A key theme to emerge from the analysis was an overlap
between the questions across the sections within each
165 domain. Many MSK practitioners were concerned
whether they could use a piece of evidence more than
once. Many practitioners found it challenging to find
sufficient examples of practice within their own sphere
of work to reflect on. For some this was felt to be due to
170 being at an early stage in their first contact roles and
therefore having a limited evidence-base to draw on.
For the MSK practitioners to submit evidence against
the MSK Framework as part of the feasibility study was
a large-scale piece of work. It was difficult for them to
175 find time to complete the exercise. Support from
employers in ring-fencing time varied and some MSK
practitioners needed to complete it in their own time.
The timescale for submission of practitioners’ evidence
was short at 4 weeks. Most believed the tight timescale
180 had an impact on both the quality and quantity of
evidence submitted, including the level and depth of
reflective work.
The slightly tight schedule for it probably affected the
quality of the evidence and I certainly cut a few corners
185 on mine just to get it done. (Practitioner)
The absence of an e-portfolio to support this process
meant there were technological issues. To submit evi-
dence a data entry system using a Word template with
an embedding facility was employed. This system pre-
190 sented problems for fellows collating evidence, and for
panel members accessing data and meant panel mem-
bers could not easily review all the submissions.
The quality of evidence submitted against the MSK
Framework was reported by the panel members to be
195 variable in its presentation, quantity and the types of
information perceived to be evidence. Although no evi-
dence raised any concerns about patient safety, it was
sometimes difficult to contextualise and needed either
panel interpretation or a narrative to explain why it was
200 submitted.
The key things that came out for me were that the evi-
dence was variable. Some were very good and very on the
button; some needed much more information. (Fellow)
Without having some narrative to explain it, it makes our
205 job very difficult; we struggled sometimes to understand
how it demonstrated the capability. (Panel member)
Questions were raised as to whether optimal methods of
assessment were being employed to produce meaningful
evidence. Several panel members and fellows believed that
210 an external assessment of communication, for example
a 360-degree review of a practitioner’s communication
skills, would produce more robust evidence, than the
practitioners’ self-reports. The variation in the evidence
submittedmay have been due, in part, to a lack of guidance
215as to what constitutes robust evidence and how best it
should be submitted. Some practitioners found the lan-
guage used for some criteria a little difficult to understand
which heightened speculation as to how best to submit
evidence.
220The process of documenting evidence of one’s prac-
tice at this scale, across a range of criteria, was seen as
both a big cultural shift and steep learning curve for the
participants, by most of the fellows and panel members.
This is a group of professionals who are not used to doing
225this sort of thing, whereas junior doctors fill in e-portfo-
lios, and they’re used to this progression and filling in
things, measuring their training and where they’re up to
etc. (Panel member)
Discussion
230Given the relative newness of the MSK Framework and
the absence of a training scheme, educational supervi-
sion and a portfolio, it is perhaps not surprising there is
a need for refinement. The MSK Framework and review
process needs to be as user-friendly as possible.
235The time frame to complete the evidence collection
was very limited; a longer time frame would allow the
MSK practitioner working in a first contact role the
opportunity to build up evidence over time. They
could collect and submit evidence in a considered
240way, carry out meaningful reflections on their practice,
and where there are gaps in learning, have the oppor-
tunity to address these through training, assessment
and pursuing new opportunities in the workplace. An
online portal to manage submissions would facilitate
245this process by standardising the format of submis-
sions, making the material easily accessible and
enabling MSK practitioners to demonstrate level of
capability. In future the Framework will be able to be
used prospectively by those looking to move into pri-
250mary care. Where a practitioner has successfully
demonstrated capability by successful submission of
evidence against the entire MSK Framework, there
may need to be appropriate accreditation to recognise
individuals.
255A resourced and coordinated support and review pro-
cess are required. Assessment could be done outside panel
meetings and panel members could meet to discuss excep-
tions or outliers. Currently, a report from an educational
supervisor is missing. If there were educational supervisors
260they could be involved in assessing some of the practi-
tioners’ evidence, for example, those requiring some form
of external assessment, such as communication skills.
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Their assessment would have the additional benefit of
providing a quality assured level of assessment, which
265 could be presented to the panel and give detailed and
clear outcomes, for panel members to ratify.
Evidence varied, so guidance is needed as to what
constitutes robust and relevant evidence for each cap-
ability. Guidance could outline standardised assess-
270 ments and an acceptable level of narrative/reflection
on practice linked to the evidence for each criterion.
An e-portfolio would serve to guide MSK practitioners
as to what evidence is needed. MSK practitioners are not
only physiotherapists; they can include other profes-
275 sions with appropriate training such as podiatrists,
occupational therapists and osteopaths. Any guidance
produced needs to adopt language that is accessible to
health professionals generally so that the process can be
widely understood and accessed.
280 Conclusion
This first evaluation of the MSK Framework and review
process has suggested that there is benefit to have estab-
lished a threshold which MSK practitioners need to
achieve to evidence the level of their practice for pri-
285 mary care, in first point of contact roles and as part of
evidencing Advanced Level practice capability. This
enables a level of assurance to self, colleague and
patients that a sufficient threshold of capability has
been achieved. It builds trust in workforce transforma-
290 tion and new ways of working. The lift and shift of
a medical ARCP style process is difficult due to many
complicating factors including a lack of educational
infrastructure and historically different methods of
assessment. However, the principle of capability assess-
295 ment is valid and the detail of a process which is intel-
ligent, proportionate and pragmatic is needed. Through
this evaluation, we have established some key enablers:
● a suite of core capabilities – in this instance the
MSK Framework offered this level
300 ● educational supervision – which is hard to deliver
in the absence of any educational infrastructure
● accreditation – a list of those accredited that meet
full Advanced Clinical Practice criteria.
Further work is needed to evidence the added value of
305 such a process as opposed to a self and/or employer
assessment by a regulated professional. This evaluation
is part of building the evidence base to achieve the above
and support the agreement as to how to best review
capabilities and contribute to further assessment.
310Important lessons have been identified for similar
schemes, both nationally and internationally.
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